Blind, in collaboration with Indian ophthalmologists who had pioneered techniques of mass treatment in rural areas, began a process of upgrading the administration, surgical supervision, and aftercare in 'eye camps' which, at the time, were looked upon with understandable reserve by surgeons accustomed to more orthodox city practice. In 1969 the society launched the Eyes of India campaign, in which we invited partners throughout India to collaborate in organising mass treatment projects for cataract and to identify the major causes of rural blindness. That campaign-co-ordinated by a remarkable, blind, Indian administrator, Dr Rajendra Vyas-led on to the Indian national programme for the prevention of blindness launched a few years later on the personal initiative of Mrs Indira Gandhi. One of the objectives of that programme is to clear the backlog of cataract, which is estimated to cause the blindness of at least six million people in India.
Last year over 900 000 cataract operations were performed in India. Most of these operations were in rural camps, and, if the figures in Pakistan and Bangladesh are added, the total number is well in excess of 1 million. The Royal Commonwealth Society's programme in India involved camps in more than 2000 villages where 180 000 cataract operations were performed at a unit cost averaging £_5-6.
The word 'camp' perhaps gives a misleading impression of the scale of organisation and quality of treatment which is now possible in such projects. The small village camp, performing perhaps 40 cataract operations, ideally serves the needs of a single community, but much larger camps are now regularly organised involving impressive resources of a whole township: transport, multiple operating centres, thousands of daily meals, and a small army of volunteers.
In a 'disability camp' organised by the Government of India during the launching of the IMPACT programme in 1983 the 'camp'-preceded by the screening of 40 000 potential patients-consisted of a tented township organised round a well equipped State hospital. Eighty Indian visiting specialists joined with local doctors in performing some 12 000 operations, mostly for cataract but also with orthopaedic and ENT If it is possible to have a 'bottleneck' connected to a 'backlog' then the bottleneck in most eye camps is the time patients remain in the camp after treatment. The operation takes about 10 minutes, the convalescence from seven to 13 days. We have resisted the temptation to use lens implants because of the complications which might occur when a patient returns to a remote rural village. Consideration is now being given to whether, with improved operating procedures with more sutures, it might be possible safely to reduce the convalescent period to two days, thus opening the possibility of at least doubling the number of operations in each eye camp. Subjecting this traditional system to operational analysis must be done in such a way as not to destroy its spirit of improvisation and community involvement.
On the plains of India camps are suspended during the hot summer months. In areas where there is a regular demand for surgery small eye hospitals are being built to continue the work throughout the year. The national programme in Thailand is particularly interesting because of its determination to clear the cataract backlog without creating a special 'vertical' structure for that purpose. It is estimated that there are 500 000 blind people in Thailand (1.14% of the total population) and that 47% of the blindness is due to cataract. District hospitals-there are more than 450 of them serving a rural population of 44 million-have the responsibility for case finding and postoperative care of cataract patients, who are referred for operation to 75 regional hospitals.
In a Thai district of 100 000 population there are likely to be from 250 to 400 cases of blinding cataract. With over 80 eye specialists now practising in rural areas, compared with 20 five years ago, the expectation is that by the year 1995 the anticipated backlog of 400 000 cases of curable cataract will have been cleared and, at the same time, the country's surgical capacity will have increased to deal with the anticipated 50 000 new cases each year. Under this system the unit cost of the cataract operation, convalescence, and spectacles is estimated at $20, approximately £14.
Not only cataract
It is increasingly being recognised that the cataract backlog can no longer be treated in isolation. When the IMPACT programme was launched in Thailand last December, it was estimated that there are at least 300 000 deaf people in the country who could have a measure of hearing restored by middle ear surgery followed by amplification. Among orthopaedically handicapped people there are at least 200 000, mostly victims of poliomyelitis, who could have movement restored by surgery and prosthetic aids. Similar figures are being recorded in many other countries representing a disability backlog of such monstrous proportions that it must constitute one of the major challenges over the next decade to the health services of developing countries. The disablement lobbies in many countries, increasingly aware of the medical possibilities, are understandably demanding that the disabled in this generation have a right to remedial surgery.
Perhaps we too readily assume that this is a problem only for the developing countries. At the national seminar on the prevention of disablement, held at the Royal Society in London in February 1986 it was estimated that cataract is the cause of blindness for 8000-10 000 of the registered blind of the United Kingdom. Many of these patients may have complicating factors but a majority could probably benefit from surgery. In some areas, particularly in the South of England, the waiting time for a cataract operation can be from three to four years. Perhaps we could do with an eye camp in Sussex.
